D. H., girl, aged 12, for several months past has complained of pain in left knee, especially marked after exercise. For some time this had been regarded as due to tuberculous arthritis. When first seen, there was a fullness immediately below the patella on the affected side as compared with the right, and a definite point of tenderness at the lower margin of the left patella in the midline. The patient is a very big girl for her age, and is otherwise healthy. A skiagram shows abnormality of the patella on both sides. There is an additional centre of ossification in the upper part of the infrapatellar tendon. On the right this centre is not completely separate from the main bone, but on the left the division is complete. On the left, the opposing edges of the two centres are definitely irregular, and correspond with the appearance seen in osteochondritis in other regions. The physical signs and the skiagram both suggest a diagnosis of osteochondritis at the union of an abnormal centre of ossification of the patella with the main bone.
Rupture of the Lower Tendon of the Biceps in a Tabetic Patient.-HAROLD EDWARDS, M.S. D. B., male, aged 50, has suffered from tabes dorsalis for several years, and is still under treatment for this disease. For the past three years he has noticed a change in the appearance of the right upper arm on flexion of the elbow. The change appears to have been gradual. There is no history of trauma. The condition has caused no inconvenience.
On examination, little difference is to be noted between the two arms when relaxed. On flexion, the right biceps forms a prominent swelling high up on the arm. No interruption of the lower tendon can be felt, but it can be traced down to its insertion as a thin flat band. The biceps is well developed, and there is little difference in power between the two sides. Hiiter's sign is absent.
Di8cus8ion.-Dr. J. W. CARR (President) asked what " Huter's sign " was. Also whether the rupture of the muscle was really due to tabes. If so, was it not a very rare consequence of that disease ?
Mr. E. MORTIMER WOOLF said that on examining the biceps as it was contracting, he thought there was a definite hernia of the outer side of the muscular belly. Instead of contracting as a lump-as in rupture of the biceps tendon-there was a lateral spreading, and a kind of hour-glass constriction half-way up, as if part of a mnuscle was coming through an aperture. He thought the sheath of the muscle had ruptured, and that this caused the appearance. It was difficult to believe that there could be anything wrong with the muscle itself, as its contracture was so strong. He had never seen a rupture of the lower part of the tendon of the biceps; those he bad examined had been in the upper part, and the belly of the muscle had moved considerably downwards.
Mr. PAUL BERNARD ROTH said he considered that there was a partial rupture of the biceps. For nine years this man had been a professional boxer, and he still did ball-punching for fifteen minutes every morning. One day, no-doubt, the rupture had occurred, and the daily punching had increased it. Rupture of a muscle was common among boxers. The fact that the patient had had syphilis had probably no bearing on the case.
Mr. B. WHITCHURCH HOWELL said he thought that there was partial rupture of muscular fibres, not of the tendon itself. The continuity of the tendon seemed to be complete, but there appeared to be a partial separation of the digitations of the muscle higher up.
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Proceedings of the Royal Society of Medicine 76 Dr. E. STOLKIND said that there wvere on record cases of muscular hernia in tabetics, due to rupture of the aponeurosis or of the tendon.
Mr. EDWARDS (in reply) said that so far as he had been able to ascertain, the only changes which could occur in association with tabes were gummata in the tendons, these predisposing to rupture. He said in these notes that the rupture was associated with tabes, because tabes was stated in the literature to be one of the most important predisposing causes of muscle rupture. He had not seen a similar case. In reply to the President: Huter's sign indicating rupture of the biceps was that flexion was more powerful with the forearm in pronation than in supination.
In answer to Mr. Mortimer Woolf, the muscular prominence was not a real hernia, but a pseudo-hernia, as it was only apparent when the muscle was contracted. Nor did he think it was a partial rupture. The muscle had not lost its normal contour, except to the extent one would expect; the lower attachment was weakened, the muscle had undergone permanent shortening, and there was no evidence of irregularity in the muscle. It was, he thought, a stretching of the tendon.
He knew the man was a boxer, but was not aware that he had punching exercise each morning at present.
Carotico-cavernous Aneurysm.-JULIAN TAYLOR, M.S. M., male, aged 22. In September, 1928, be fell 26 ft. into the hold of a ship. He " fractured both wrists " and was " unconscious for three hours "; he remembers nothing between the act of removing battens from a hatchway and waking up in his bunk.
Three months later a swelling appeared above the left upper eyelid, and patient began to complain of double vision when looking to the left. Thirteen months after the accident he noticed that vision was not clear in the left eye; since that time his sight in that eye has become progressively worse, both for near and distant vision. He has had no headache and no noises in the head.
Condition on Examination.-Tbere was exophthalmos on the left side with a pulsating swelling above the left upper eyelid. On palpation this swelling was felt to be a tortuous and dilated vessel whose path could be traced from the region of the supraorbital notch around the inner canthus to the upper half of the course of the left angular vein. Pulsation and thrill were present in the swelling. Vascularization of the sclera. No cyanosis of the face or eyelids.
On auscultation a loud to-and-fro murmur was heard over the swelling and the neighbouring part of the frontal bone. It was a rough murmur with a whistling element, and was conducted over the whole skull and along tbe course of the angular and facial veins. A systolic murmur was heard over the aortic area of the heart. The heart was enlarged, the impulse being palpable in the fourth and fifth spaces as far outwards as the nipple line. The first heart-sound at the apex was sharp, but no murmur was heard there.
The pulse was of the collapsing variety though not definitely ' water-hammer." Pressure on the left carotid over the sixth cervical transverse process caused disappearance of the thrill and pulsation, but the murmur did not quite cease.
The fundus oculi shows some swelling of the disc with distension of the veins which pulsated. The arteries were collapsed.
The question of the propriety of operation was carefully considered as the only possible procedure was that of carotid ligation. Obviously such an operation might be followed by right hemiplegia and aphasia, the patient beiDg right-handed, a grave risk to run in a man aged 22, otherwise well. It was tbought that the speech centre being extremely sensitive might give some indication of its vulnerability by temporary compression of the common carotid. It was therefore determined to operate under local analgesia, and to compress the carotids on the left side temporarily before ligating tbem. This was done on April 4, clamps being placed on the left external and internal carotids for about half an hour. No speech defect
